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Update: Investigation of Bioterrorism-Related Inhalational Anthrax — 
Connecticut, 2001 


Since October 3, 2001, CDC and state and local public health authorities have been 
investigating cases of bioterrorism-related anthrax ( 7-5 ). As of November 28, a total of 
23 cases have been identified; 11 were confirmed as inhalational anthrax, and 12 (seven 
confirmed and five suspected) were cutaneous. Epidemiologic investigations to identify 
the source of exposure to Bacillus anthracis continue for a case of inhalational anthrax in 
a hospital stockroom worker in New York City (NYC) and, most recently, a case of inhala 
tional anthrax in an elderly woman in Connecticut (CT). Antimicrobial prophylaxis is 
continuing in persons exposed to B. anthracis, and surveillance to detect new cases of 
bioterrorism-related anthrax is ongoing. This report summarizes the findings of the case 
investigation in CT. 

On November 16, a 94-year-old woman who resided in Oxford, CT (2000 population: 
9821), presented to a local hospital with fever, cough, weakness, and muscle aches of 
approximately 3 days’ duration. She had no history of chills, headache, rhinorrhea, vom 
iting, diarrhea, or abdominal or chest pain. She had a medical history of chronic obstruc 
tive pulmonary disease, hypertension, and renal insufficiency. On admission, the patient 
had a temperature of 102.3 F (39.1 C) with an elevated heart rate and room air oxygen 
saturation of 93%. Physical examination was otherwise unremarkable. Initial chest 
radiograph had no evidence of pulmonary infiltrate, pleural effusion, or widened medi 
astinum. Her white blood cell count was 8,100 cells/mm* (78% neutrophils, 15% lympho 
cytes). Hematocrit, platelet count, and electrolytes were normal. Blood and urine cul 
tures were obtained and the patient was admitted for dehydration and possible urinary 
tract infection. 

On November 17, gram positive rods were noted on microscopic evaluation of the 
blood culture and gram negative rods were isolated from the urine. Antibiotic therapy 
was initiated for possible sepsis with vancomycin and ceftazidime, and changed to 
ampicillin/sulbactam and oral ciprofloxicin later that day. On November 18, the patient 
had progressive respiratory distress and confusion. Repeat chest radiograph revealed a 
left-sided pleural effusion and possible infiltrate but no mediastinal widening. A chest CT 
was not performed. Thoracentesis performed the following day obtained 800 ml of sero 
sanguinous fluid with 4,224 red blood cells and 1,463 white blood cells. On November 19, 
the patient was transferred to the intensive care unit and required mechanical ventilation 
and vasopressor support. Clindamycin was added to her antibiotic regimen, and 
ciprofloxicin was changed to intravenous administration. The patient’s condition deterio- 
rated, and she died on November 21. 
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On November 19, the Connecticut Department of Public Health (CDPH) was notified 
by the hospital of the positive blood culture results. On November 20, the isolate was 
identified as B. anthracis at the CDPH laboratory with confirmation at CDC the following 
day. The B. anthracis isolate was indistinguishable by molecular typing and antibiotic 
susceptibility patterns when compared with the strain from recently identified cases of 
bioterrorism-related anthrax. An autopsy revealed hemorrhagic mediastinal lymphad 
enitis with positive immunohistochemical staining for B. anthracis on spleen and medi 
astinal lymph node tissue 

The patient lived alone in a rural area of CT and was home-bound except when 
provided transportation by friends and family. Interviews with family members and oth 
ers were conducted to construct a time line of the patient's activities during the 60-day 
period preceding her illness. The time line was used to guide environmental sample 
collection. As of November 27, none of the environmental samples from the patient's 
home, local businesses, and other areas that she frequented has yielded B. anthracis. |n 
addition, nasal swabs from friends and relatives who may have had common exposures 

e patient were negative for B. anthracis. These persons were started on 
ofloxicin or doxycycline for postexposure prophylaxis. The decision whether or nota 
full 60-day course is necessary will be made after further investigation into the potential 
yf exposure 
November 20, environmental testing was conducted at the local post office and 
regional mail distribution facility involved in delivery of the patient's mail. In addition, 
sampling was performed on mail recovered from the patient’s home, area mailboxes, 
and the mail carrier vehicle. As of November 27, none of the samples have yielded 
B. anthracis. Nasal swabs also were taken from 460 postal employees in the two facili 
ties; all are negative for B. anthracis. Mail flow investigations have identified several 
etters that were delivered to the area serviced by the patient's local post office and that 
had previously passed through the mail facility in Trenton, NJ, shortly after the B. anthra 
is contaminated letters addressed to two U.S. Senators. However, no such letters are 
known to have been received by this patient. On November 21, approximately 900 postal 
employees at two facilities in CT were started on either ciprofloxicin or doxycycline 
pending the results of further investigation 


Surveillance for new and possibly undiagnosed anthrax cases is being intensified by 
contacting hospitals, laboratories, physicians, and by reviewing death certificates. Envi 
ronmental and case investigations to identify a source of B. anthracis exposure are ongoing. 


Reported by: H Quentzel, MD, S Spear, MD, L Barakat, MD, Griffin Hospital; N Lustig, MPH 
Pomperaug Health District, Oxford; K Spargo, MPH, Naugatuck Valley Health District, Shelton 
M Cartter, MD, J Garcia, MD, ODM Barden, MT (HHS), DR Mayo, ScD, KA Kelley, DrPH, J Hadler 
MD, State Epidemiologist, Connecticut Dept of Public Health. EIS officers, CDC 

Editorial Note: The source of exposure to 8. anthracis for the 94-year-old CT resident 
remains unknown. The genetic characteristics of B. anthracis isolated from this patient 
links this case with the previous bioterrorism-related cases of anthrax. However, this 
patient differed from most previously identified cases in both epidemiologic 
characteristics and potential sources of exposure. The patient in CT had limited activity 
outside her home, had not visited a media company or postal facility, and had an onset 
of symptoms at least 3 weeks later than previously reported patients. In addition, one 
notable clinical finding was the absence of a pulmonary infiltrate, pleural effusion, or 
mediastinal widening on the admission chest radiograph 
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Epidemiologic findings indicate that recent cases of inhalational anthrax most likely 
occurred from aerosols generated from opening a letter containing B. anthracis powder 
or from aerosols generated in processing a sealed letter containing B. anthracis powder 
at a postal facility. The most recent case in CT and a case of inhalational anthrax in the 61- 
year-old hospital stockroom worker in NYC did not have either exposure identified. Pos- 
sible sources of B. anthracis under investigation include exposures inside and outside the 
home and mail that passed through contaminated mail facilities. The investigation by 
public health and law enforcement authorities to find the source of exposure continues 
and surveillance for new cases of bioterrorism-related anthrax is ongoing. 

Clinicians and laboratorians should remain alert for symptoms or findings that might 
indicate anthrax (6). Information on anthrax is available at <http://www.bt.cdc.gov>. 
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Update: Adverse Events Associated with Anthrax Prophylaxis 
Among Postal Employees — New Jersey, New York City, 
and the District of Columbia Metropolitan Area, 2001 


Antimicrobial prophylaxis to prevent inhalational anthrax has been recommended 
for persons potentially exposed to Bacillus anthracis as a result of the recent bioterrorist 
attacks (7). During October 26-November 6, 2001, an epidemiologic evaluation to detect 
adverse events associated with antimicrobial prophylaxis was conducted among 
8,424 postal employees who had been offered antimicrobial prophylaxis for 60 days in 
New Jersey (NJ), New York City (NYC), and one postal facility in the District of Columbia 
(DC). This report summarizes preliminary results of that evaluation, which found that few 
employees receiving antimicrobial prophylaxis sought medical attention for symptoms 
that may have been associated with anaphylaxis. Persons with exposures to B. anthra- 
cis related to the bioterrorist attacks should complete the full 60-day course of antimicro- 
bial prophylaxis. 

In NJ, NYC, and DC, a questionnaire was administered on days 7 to 10 after postal 
employees received prophylaxis (when they returned for medication refills). In NYC and 
DC, the questionnaire was self-administered by postal employees; in NJ, nurses 
interviewed postal workers and administered the questionnaire. Information was col- 
lected about the type of antimicrobial used, the occurrence of adverse events, medical 
attention sought for adverse events related to antimicrobial prophylaxis, and discontinu- 
ation of prophylaxis. Persons who reported hospitalization or sought medical attention 
for symptoms that may have been associated with anaphylaxis (i.e., difficulty breathing; 
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throat tightness and difficulty swallowing; swelling of lips, tongue, or face; and rash 


hives, and itchy skin) are being followed up closely by contacting patients and clinicians 
to confirm or exclude possible hospitalizations and life-threatening adverse events 

Of the 8,424 postal employees offered antimicrobial prophylaxis, 5,819 (69%) com 
pleted or were administered the questionnaire to evaiuate the occurrence of adverse 
events. A total of 3,863 (66 had initiated antimicrobial prophylaxis*; of these 
3,428 (89%) reported using ciprofloxacin for antimicrobial prophylaxis; 435 (11%) used 


other antimicrobials (when ciprofloxacin was contraindicated), including doxycycline 


6 and amoxicillin (1 Table 1). Of the 3,428 persons on ciprofloxacin, 666 (19 


reported severe nausea, vomiting, diarrhea, or abdominal pain; 484 (14 reported 


fainting, light-headedness, or dizziness; 250 (7 reported heartburn or acid reflux; and 


216 (6%) reported rashes, hives, or itchy skin. Of those persons taking ciprofloxacin 


discontinued the medication; 116 (3 discontinued the medication because of 

> events, 27 (1 discontinued because of fear of possible adverse events, and 
stopped taking the drug because they “did not think it was needed.” For the 

863 persons on any medication for antimicrobial prophylaxis, 83 (2%) sought medical 


for symptoms that may have been associated with anaphylaxis. Among the 


+ 


attention 
33 persons who sought medical attention for these symptoms in NJ and NYC, none was 
hospitalized and none of the symptoms was attributed to antimicrobial prophylaxis by 
linicians who evaluated these persons. Follow-up of persons in DC who sought medical 
attention for symptoms that may have been associated with anaphylaxis is ongoing 
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Editorial Note: Among persons with exposures to B. anthracis related to the recent 
bioterrorist attacks, completion of a full 60-day course of antimicrobial prophylaxis is 
essential for preventing anthrax (7). Activities to promote adherence among postal 
employees in NJ, NYC, and DC include messages (e.g., posters at the worksite) to 
promote adherence, small group discussions with postal employees to identify and 
resolve barriers to adherence, and reminder devices (e.g., pocket calendars). In addition, 
a key component of promoting adherence is monitoring adverse events that might 
deter patients from taking antimicrobial prophylaxis. Information from these monitoring 
systems can be used to reassure workers of antimicrobial prophylaxis and to guide 
management of workers with potentially serious adverse events 

Although adverse events were commonly reported by postal employees who partici 
pated in this evaluation and included gastrointestinal and dermatologic reactions, only 
2% of persons surveyed sought medical care for symptoms that may have been associ 
ated with anaphylaxis. Overall rates of adverse events (regardless of attributability) in 
NJ, NYC, and DC are similar to the frequency of adverse events among other persons on 
antimicrobial prophylaxis for exposures to 8. anthracis related to these bioterrorist 
attacks (2) and among persons on ciprofloxacin therapy for any indication (3,4). The 


portion of surveyed postal employees who had initiated prophylaxis varied across 
1,643 (99%) in DC, 434 (99%) in NJ, and 1,786 (48%) in NY. In NY, antimicrobial prophylaxis 
4 


ecommended for approximately 1,800 postal employees who were at increased risk for 
anthrax and made available to another 2,600 postal employees at lower risk for anthrax 
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higher rates of adverse events in NJ compared with NYC and DC (p=0.001), may be 
explained by the different mode of administration of the questionnaires (nurse versus 
self-administered). Discontinuation of therapy caused by adverse events was similar to 
other groups previously studied (5). Both active and passive monitoring of adverse 
events and promotion and assessment of adherence to prophylaxis will continue for the 
duration of the recommended postexposure prophylaxis 
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HIV Testing Armong Racial/Ethnic Minorities — United States, 1999 


Human immunodeficiency virus (HIV) infection and acquired immunodeficiency syn 
drome (AIDS) in the United States disproportionately affect racial/ethnic minority popu 
lations, particularly blacks and Hispanics (7). Of the 774,467 AIDS cases reported to CDC 
during June 1981—December 2000 (2 ), blacks and Hispanics accounted for 56% of cases, 
although they represented 25% of the U.S. population during this period. In 2000, the 
incidence of adult and adolescent AIDS cases per 100,000 population was 74.2 for blacks, 
30.4 for Hispanics, and 7.9 for whites (2 ). HIV counseling and testing services potentially 
can reduce the risk for infection with HIV and provide referrals to HIV-infected persons 
for medical care. An estimated 300,000 HIV-infected persons in the United States may be 
unaware of their HIV serostatus (3). In 2001, CDC introduced the Serostatus Approach to 
Fighting the Epidemic (SAFE) (3), which focuses on increasing the number of high-risk 
and infected persons who know their serostatus and helps infected persons receive and 
maintain appropriate medical care and reduce their risk for transmitting infection. CDC 
analyzed data from the National Health Interview Survey (NHIS) to determine the rate at 
which racial/ethnic minorities are getting tested for HIV. This report describes the result 
of the analysis, which indicates that minority populations are being tested for HIV infec 
tion at a high rate; however, a substantial number of persons at risk for HIV have not been 
tested. Prevention programs should continue to develop innovative methods for coun- 
seling and testing at-risk persons 

NHIS is an annual, household-based health survey representing the civilian, 
noninstitutionalized U.S. population aged >18 years (4). The 1999 NHIS data are based 
on interviews with 30,801 respondents. The response rate for sample adults was 70%. To 
determine high-risk behaviors, respondents were asked, “Tell me if any of these state 
ments is true for you: you have hemophilia and have received clotting factor concentra 
tions; you are a man who has had sex with another man at some time since 1980, even 
one time; you have taken street drugs by needle at any time since 1980; you have traded 
sex for money or drugs at any time since 1980; since 1980, you are or have been the sex 
partner of any person who would answer ‘yes’ to any of the items on this card/any of the 
items | have read.” 
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Two of the outcome measures estimated were the percentage of respondents who 
reported that they had ever been tested for HIV (excluding testing for blood donation) 
and the percentage who reported that they had been tested during the 12 months pre 
ceding the survey. HIV testing rates were computed separately for HIV risk behavior and 
perceived risk by race/ethnicity. Percentages were computed using all respondents, 
including 4.2% who refused, did not answer, or did not know if they had ever been tested. 
Weighting factors were used to compensate for the effects of nonresponses and unequal 
selection probabilities. Differences among subgroups were assessed using chi-square 
tests of difference (p<0.05); confidence intervals (Cis) and significance tests were com 
puted using SUDAAN 7.0 to adjust for the effects of the complex survey design. 

Among 30,801 respondents, 668 (1.9%) (95% Cl=1.7%-2.1%) reported at least one of 
the HIV risk behaviors on the list and were considered at increased risk for infection. 
Rating their own perceived risk as high, medium, low, or none, 760 (2.3%; [95% Cl=2.1% 
2.5%]) stated that they had a high or medium chance of becoming infected with HIV. A 
total of 1,303 respondents were in either of these risk categories (3.9%; [95% Cl=3.6%4.2%)]) 

Among the 30,801 respondents, 43.8% (95% Cl=43.1%-44.6%) reported that they 
had ever been tested for HIV, including testing for blood donation. Blacks were 
significantly more likely to report previous HIV testing (51.6% [95% Cl=49.6%-53.8%]) 
than Hispanics (39.5% [95% Cl=37.7%-41.3%]) or whites (43.6% [95% Cl=42.8%-44.4%]) 
Of all respondents (excluding those tested for blood donation), 30.9% reported hav 
ing ever been tested for HIV; blacks reported previous testing more frequently (45.5%) 
than Hispanics (33.1%) or whites (28.5%) (Table 1)*. Among persons who reported any 
HIV risk behavior, 72.7% reported ever being tested and of persons who perceived a high 
or medium risk for HIV infection, 54.3% reported ever being tested. Within each racial 
ethnic population, more persons who reported any HIV risk behavior were tested than 
those who did not report any HIV risk behavior, including blacks (82.2%), Hispanics 

73.5%), and whites (72.6%). Among those reporting a high or medium perceived risk, 
past HIV testing was reported more frequently by blacks (70.2%) than Hispanics (62.8%) 
or whites (50.7%). Testing during the 12 months preceding the survey was reported 
more frequently by blacks (20.4%) than Hispanics (11.7%) or whites (8.1%) (Table 1) 
Among persons who reported either HIV risk behavior or high or medium perceived risk, 
testing during the 12 months preceding the survey was reported more frequently by 
blacks (39.8%) than Hispanics (27.5%) or whites (22.6%) (Table 1). 

Although persons with perceived risk or who reported any HIV risk behavior were 
more likely than others to be tested, a substantial proportion of this group reported never 
having been tested for HIV: blacks (26.4% [95% Cl=19.5%-33.4%]), Hispanics (35.3% 
[95% Cl=26.1%-44.5%]), and whites (38.9% [95% Cl=34.9%-42.9%]) representing an 
estimated 196,000-380,000 blacks, 188,000-455,000 Hispanics, and 1.8-2.4 million 
whites. More blacks were tested “just to find out their HIV status,” while more whites 
were tested because it was required for insurance, employment, surgery, or military 
service (Table 2). Hispanics were equally divided between testing just to find out infection 
status; testing required for hospitalization, insurance, new job, and other application 
processes; and testing because it was recommended by a health-care provider or sex partner. 
Reported by: Div of HIV/AIDS Prevention-Surveillance, and Epidemiology, Div of HIV/AIDS 


Prevention-intervention, Research, and Support, National Center for HIV, STD and TB Preven 
tion; and an EIS Officer, CDC 


*Numbers for other racial/ethnic groups were too small for meaningful analysis 
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TABLE 2. Reasons for being tested for HIV in persons aged >18 years who were 
tested during the 12 months preceding the survey, by race/ethnicity — National 
Health Interview Survey, United States, 1999 





Just to find out 
Race/ infection status Recommended* Required test’ 
Ethnicity No. (%) (95% Cl‘) (%) (95% Cl) (%) (95% Cl) 


Black 867 (42.9) (38.3-47.5) (28.5) (24.7-32.3) (26.1) (22.5-29.6) 
Hispanic 631 (33.9) (29.5-38.3) (34.6) (30.4—38.9) (31.7) (27.1-36.3) 
White 1,677 (25.5) (23.1-28.0) (29.2) (26.7-31.7) (38.6) (35.9-41.4) 
Total 3,274 (30.6) (28.5-32.6) (29.4) (27.5-31.3) (35.3) (33.2-37.3) 
* By doctor, sex partner, health department, or for pregnancy 
For hospitalization/surgery, health/life insurance, health-care provider guidelines, new job 
military, or immigration 














Confidence interval 


Editorial Note: On the basis of data from the 1999 NHIS, 30.9% of adults in the United 
States have been tested for HIV (excluding testing for blood donation), an increase from 
5% in 1987 and 26% in 1995 (5). in the late 1980s, rates of HIV testing (excluding testing 
for blood donation) were slightly higher for blacks (7%) and Hispanics (7%) than whites 
(5%) (6). The 1999 data indicated a higher rate of HIV testing among minority populations. 
However, a substantial number of persons at risk for HIV has never been tested. 

The findings in this report are subject to at least four limitations. First, self-reported 
data are subject to recall bias or other reporting errors. Second, highly sensitive informa 
tion about risk behaviors and perception of risk may be underreported during a face-to 
face interview; some persons at high risk may report low risk or low perception of risk 
Others may not be fully aware of their partners’ current or past high-risk behaviors. 
Third, there is no information on HIV serostatus of the respondents. Fourth, the survey 
does not include hospitalized or incarcerated persons. 

The number of untested, at-risk persons has important public health implications. 
These data may be useful in evaluating the SAFE strategy and focusing CDC prevention 
programs. Persons unaware of their HIV-positive status cannot access HIV therapy and 
may be spreading infection. In a recent study, approximately 35% of men aged 15-22 
years who had had sex with men reported not having been tested for HIV infection and 
many of these men reported having unprotected sexual intercourse (7). 

At-risk, untested persons are more likely to be tested if they acknowledge risky 
behaviors, perceive risk for HIV infection, have access to services and culturally sensi- 
tive testing programs, and are guaranteed confidentiality (8). In addition, persons are 
more likely to be tested when HIV counseling and testing are recommended routinely 
than when testing is based on the person's request (9 ). 

HIV testing provides the opportunity for persons to learn their serostatus and to be 
counseled to adopt risk reduction strategies to prevent getting infected or, if HIV positive, 
to prevent transmitting the infection to others and to access care. Persons who test HIV 
positive are more likely to take steps to protect their partners than when they were 
unaware of their infection (70 ). Although minority populations with the highest HIV inci- 
dence were most likely to be tested, a substantial number of persons at risk, regardless 
of race/ethnicity, remains untested. Prevention programs should continue to develop 
innovative methods for counseling and testing at-risk persons and to ensure that sero- 
positive persons are referred for appropriate care. 
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Simultaneous Administration of Varicella Vaccine and Other Recommended 
Childhood Vaccines — United States, 1995-1999 


Live attenuated varicella vaccine (Var) is recommended in the United States for chil 
ren aged 12-18 months and for susceptible older children, adolescents, and adults (7 
The Advisory Committee on Immunization Practices recommends that Var be adminis 
tered either simultaneously with measles-mumps-rubella (MMR) vaccine or separately 
by >30 days (7). This report summarizes an evaluation of these recommendations, which 
found that a decrease in Var effectiveness occurred when Var was administered 
<30 days after MMR; therefore, as currently recommended, physicians should adminis 
ter Var simultaneously with MMR or wait at least 30 days if the vaccines are adminis 

tered separately 

Using the Vaccine Safety Datalink (VSD) project, the effectiveness of Var was 
assessed when administered simultaneously with or within 30 days of administering 
MMR; diphtheria and tetanus toxoids and pertussis vaccine (DTP); Haemophilus 
influenzae type B vaccine (Hib); oral poliovirus vaccine (OPV); inactivated poliovirus 
vaccine (IPV); and hepatitis B vaccine (HepB). VSD links computerized vaccination records 
to clinic and hospital discharge records of children from several large health mainte 
nance organizations (HMOs) in the United States (2). VSD has expanded from four to 
seven HMOs and includes an estimated 2.5% of the U.S. population. 

A retrospective cohort study was conducted among children from the two HMOs in 
the VSD project with the earliest available automated clinic data and the highest uptake 
of Var. Children included in the study cohort were those who received Var at age 





Vol. 50 / No. 47 
Varicella Vaccine Continued 


>12 months during January 1995-December 1999 at HMO A and during January 1996- 
December 1999 at HMO B. The effectiveness (or failure) of Var can be measured by the 
proportion of vaccinated children who develop varicella breakthrough infections (i.e., 
cases of varicella that occur following exposure to wild-type virus) >42 days after Var; 
each recommended vaccine was compared with the incidence of breakthrough varicella 
in children who received Var simultaneously with the vaccine, children who received Var 
<30 days after the vaccine, and control children who received Var >30 days before or 
after the vaccine 

To identify breakthrough disease, clinic and hospital discharge records from both 
HMOs were screened for having the same /nternational Classification of Diseases, Ninth 
Revision, (ICD-9) codes* for varicella. Automated telephone contact records available at 
HMO B also were screened for reports of varicella. Cox proportional hazards models 
were used to estimate the relative risks (RRs) for breakthrough disease between chil 
dren receiving Var and other recommended childhood vaccines at different intervals, 
group-matched on year of birth, year and month of vaccination, and HMO membership. 

A cohort was identified of 104,192 children vaccinated with Var from HMO A and 
10,482 from HMO B. The median age of children receiving Var was 15 months (range: 12- 
71 months). The median follow-up time after Var was administered was 20 months 
(range: 1 day-4.5 years). The number of children aged >12 months receiving other 
vaccines simultaneously with Var, receiving Var before 30 days following other vaccines, 
and receiving Var >30 days before or after other vaccines also were identified (Table 1). 
The median age and age range were not available for vaccines other than Var. 

The simultaneous administration with Var of the vaccines studied did not increase the 


risk for breakthrough disease (Table 2). Receipt of Var <30 days following MMR was 
associated with a 2.5-fold increase in the incidence of breakthrough disease (95% confi 
dence interval [Cl]=1.3-4.9). Receipt of Var <30 days following any of the other vaccines 
did not increase the risk for breakthrough disease 


Reported by: J Mullooly, PhD, Northwest Kaiser Permanente, Portland, Oregon. S Black, MD 
Northern California Kaiser Permanente, Oakland and San Francisco, California. Child Vaccine 
Preventable Disease Br and Vaccine Safety and Development Activity, Epidemiology and 
Surveillance Div, National Immunization Program; and an EIS Officer, CDC 

Editorial Note: No adverse effects have been reported of simultaneous administration 
of DTP. Hib, MMR, and OPV on the immunogenicity of Var (3-6), and the absence of 
increased risk for breakthrough varicella among children receiving MMR, DTP, Hib, OPV, 
IPV or HepB simultaneously with Var confirms these findings. Recommendations that 
caution against the use of Var and MMR within 30 days of each other (7) are based on 
the reported reduction in responsiveness to smallpox vaccine following measles vaccine 
(7). Findings in this report indicate an increased risk for breakthrough disease in children 
who received Var <30 days after MMR. No increase in breakthrough disease was noted 
in children who were administered Var <30 days after any of the other vaccines. 

The findings in this report are subject to at least two limitations. First, the VSD data- 
base contains only information on medical encounters. The number of cases of break- 
through varicella, which is usually mild and not brought to medical attention (8), may be 
underestimated; however, this underestimation is not likely to differ by vaccine adminis- 
tration schedules. Second, misclassification of cases might have occurred during the 
assignment of /CD-9 codes. 


*Code 052 
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TABLE 1. Number of children aged >12 months who received varicella vaccine 
(Var) and another vaccine, by vaccine and interval to Var — California and Oregon, 
1995-1999 





Simultaneous Var <30 days Var >30 days 
with Var after before or after 
Vaccine* No No % No % No % 
MMR 112,847 78,595 (68.5) 767 0.7) 33,485 29.2) 
DTP 106,636 48,930 (42.7 849 (0.7 56,857 (49.6) 
Hib 69,691 33,673 (29.4) 573 0.5) 35,445 (30.9 
OPV 46,824 17,756 (15.5 341 0.3 28,727 (25.1) 
IPV 9,859 4,810 4.2) 118 0.1) 4,931 4.3 
HepB 19,917 7,368 { 6.4) 441 (0.4) 12,108 (10.6) 
* MMR: combined measles-mumps-rubella vaccine; DTP: diphtheria and tetanus toxoids and 
pertussis vaccine; Hib: Haemophilus influenzae type B vaccine; OPV: oral poliovirus vaccine 
IPV: inactivated poliovirus vaccine; HepB: hepatitis B vaccine 














TABLE 2. Relative risk (RR) of infection with breakthrough varicella in children 
aged >12 months associated with receiving another vaccine <30 days preceding 
varicella vaccine (Var) or simultaneously compared with receiving Var >30 days 
before or after another vaccine, by vaccine — California and Oregon, 1995-1999 





Simultaneous with Var Var <30 days later 
Vaccine* (Ct") RR (Cl) 
MMR (0.9-1.4) 2.5 1 
DTP 7 a9 9 1.0 (0 
0.4 (0 











Hib 1 9.8 


J 
8-1 

OPV 1 (0.8-1.§ 1.6 (0.5 
5 


IPV 2.1 8 q 

HepB » (0.7-1.9) 2.3 0.8-6.7) 

* MMR: combined measles-mumps-rubella vac)cine; DTP: diphtheria and tetanus toxoids and 
pertussis vaccine; Hib: Haemophilus Influenzae type B vaccine; OPV: oral poliovirus vaccine 
PV: inactivated poliovirus vaccine; HepB: hepatitis B vaccine 
Confidence interval 
RR significant 


‘fA 





Numbers were too small for meaningful analysis 
y 


No evidence was found that simultaneous administration of MMR, DTP, Hib, OPV, IPV, 
or HepB and Var increases the risk for breakthrough disease. To minimize the number of 
visits needed for immunization, Var should be administered simultaneously with these 
vaccines or should follow administration of MMR by >30 days 
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Weekly Update: West Nile Virus Activity — 
United States, November 14-20, 2001 


The following report summarizes West Nile virus (WNV) surveillance data reported to 
CDC through ArboNET and verified by states and other jurisdictions as of November 20, 2001. 

During the week of November 14-20, three human cases of WNV encephalitis or 
meningitis were reported from Massachusetts (two) and New Jersey (one). During the 
same period, WNV infections were reported in 87 crows, 23 other birds, and 13 horses. A 
total of three WNV-positive mosquito pools were reported from two states (Georgia and Ohio). 

During 2001, a total of 48 human cases of WNV encephalitis or meningitis have been 
reported in New York (12), Florida (10), New Jersey (seven), Connecticut (six), Maryland 
(six), Pennsylvania (three), Massachusetts (two), Georgia (one), and Louisiana (one). 
Among these 48 cases, 27 (56%) were in males; the median age was 70 years (range: 
36-90 years); dates of illness onset ranged from July 13 to October 15; and five (10%) 
patients died. A total of 4,604 crows and 1,497 other birds with WNV infection were 
reported from 27 states and the District of Columbia (Figure 1); 189 WNV infections in 
other animals (all horses) were reported from 15 states (Alabama, Connecticut, Florida, 
Georgia, Illinois, Indiana, Kentucky, Louisiana, Massachusetts, Mississippi, New York, 
North Carolina, Pennsylvania, Tennessee, and Virginia). During 2001, 756 WNV-positive 
mosquito pools were reported from 15 states (Connecticut, Florida, Georgia, Illinois, 
Kentucky, Maryland, Massachusetts, Michigan, New Hampshire, New Jersey, New York, 
Ohio, Pennsylvania, Rhode Island, and Virginia) and the District of Columbia. 

Additional information about WNV activity is available at <http://www.cdc.gov/ncidod/ 
dvbid/westnile/index.htm> and <http://cindi.usgs.gov/hazard/event/west_nile/ 
west_nile.html>. Because WNV season is ending, this is the last week of publication of the 
weekly updates on WNV activity. A full report on WNV surveillance will be published in 
MMWR at a later date. 





1062 November 30, 2001 
West Nile Virus Continued 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — United States, 2001* 
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Notice to Readers 


World AIDS Day — December 1, 2001 


“| care, do you?” is the theme designated by the Joint United Nations Program on 
Human Immunodeficiency Virus (HIV)/Acquired Immunodeficiency Syndrome (AIDS) for 
this year’s World AIDS Day, December 1, 2001. This year’s theme highlights the impact of 
HIV on youth and encourages young persons to learn about and to become more 
involved in the prevention, diagnosis, and treatment of HIV/AIDS 

As of June 2001, AIDS was reported among 793,026 persons in the United S*ates; of 
these, 41,093 (5.2%) were aged <25 years at time of diagnosis (7). During July 2000- 
June 2001, a total of 3,398 (15.4%) persons aged 13-24 years were newly reported with 
HIV infection from the 36 areas with confidential HIV reporting (7). In addition, youth are 
at high risk for acquiring other sexually transmitted infections. In 2000, persons aged 15- 
24 years accounted for 74% of reported chlamydia, 60% of gonorrhea, and 22% of early 
syphilis cases (2 ). Effective HIV prevention interventions among youth may set lifelong 
patterns of sexual safety and responsibility. Increasing the proportion of youth who 
consistently engage in behaviors that reduce the risk for HIV acquisition or transmission 
is a key objective of CDC’s 5-year HIV Prevention Strategic Plan to reduce new HIV 
infections in the United States (3). 

The estimated number of AIDS cases diagnosed each year among children (i.e., aged 
<13 years) has declined consistently, from a peak of 949 in 1992 to 105 cases in 2000 (7). 
Declines in AIDS incidence among U.S. children are associated with the implementation 
of U.S. Public Health Service recommendations for use of zidovudine to reduce perinatal 
transmission (4 ). 
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Globally, an estimated 620,000 children aged <15 years were newly infected with 
HIV, and 500,000 children died of AIDS in 1999 (5). However, improving access to and 
use of interventions, including abbreviated antiretroviral regimens to prevent perinatal 
HIV transmission, may help decrease the number of infections in children. CDC’s Global 
AIDS Program, in collaboration with other U.S. agencies, UNAIDS, and other interna- 
tional agencies, is assisting ministries of health to implement widespread use of these 
regimens (6) as part of its wider support for programs to prevent HIV, provide home- and 
community-based care for HIV-infected persons, and enhance surveillance, laboratory, 
and other infrastructures in 24 countries. 

Additional information about World AIDS Day, HIV infection, and AIDS is available at 
<http://www.cdc.gov/hiv> and <http://www.unaids.org>. Information about the U.S. 
epidemic is available at 800-342-AIDS or in Spanish at 800-244-7432. 
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Notice to Readers 


National Drunk and Drugged Driving Prevention Month — December 2001 


December has been designated by Presidential proclamation as National Drunk and 
Drugged Driving Prevention Month (3D Month). 3D Month is supported by many public 
and private sector organizations devoted to preventing impaired driving crashes. During 
2000, alcohol-related motor-vehicle crashes resulted in 16,653 deaths in the United 
States (7). On the basis of data provided by the National Highway Traffic Safety Admin- 
istration (NHTSA) (7) and the U.S. Bureau of the Census (2), the rate of alcohol-related 
traffic fatalities in 2000 was 5.9 per 100,000 persons. One of the national health objec- 
tives for 2010 is a target for alcohol-related traffic fatalities of no more than 4.0 per 
100,000 persons (objective 26-1A) (3). To meet this objective, the annual rate of alcohol 
related traffic fatalities must decline by 32%. 

CDC recently concluded a systematic review of the effectiveness of five community- 
based interventions to reduce alcohol-impaired driving: sobriety checkpoints; 0.08% 
blood alcohol concentration laws; minimum legal drinking age laws; “zero tolerance” 
laws for young or inexperienced drivers; and server intervention training programs”. All 
five interventions showed evidence of effectiveness (4 ) and each was recommended for 


*Available at <http://www.thecommunityguide.org>. 
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implementation by the Task Force on Community Preventive Services (5,6), an indepen 
dent, nonfederal panel of community-health consultants. Broader use of such strategies 
will be necessary to achieve the 2010 objective of reducing alcohol-related traffic fatalities 
The theme for this year’s 3D Month is “This holiday season...the greatest gift you can 
give may be a ride home.” The 3D Month program planner, which contains sample public 
service announcements, media tool kits, and program guidance for conducting 3D Month 
activities, is available from NHTSA at <http://www.nhtsa.dot.gov> or on CD-ROM, by 
faxing a request to 301-386-2194 
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Notice to Readers 


Aicohol Involvement in Fatal Motor-Vehicle Crashes — 
United States, 1999-2000 


The following table compares alcohol involvement in fatal motor-vehicle crashes by 
age group and blood alcohol concentration (BAC) levels for 1999 and 2000. A fatal crash 
is considered alcohol-related by the National Highway Traffic Safety Administration 
(NHTSA) if either a driver or nonoccupant (e.g., pedestrian) had a BAC of >0.01 g/dLina 
police-reported traffic crash. Because BACs are not available for all persons in fatal 
crashes, NHTSA estimates the number of alcohol-related traffic fatalities on the basis of 
a discriminant analysis of information from all cases for which driver or nonoccupant 
BAC data are available (7) 

Overall during 1999-2000, the number of alcohol-related traffic fatalities increased 
by 4% (95% confidence interval [Cl]=2%-7%). For BACs >0.10 g/dL (the legal limit for 
intoxication in most states in 1999 and 2000), fatalities increased by 4% (95% Cl=1%- 
6%); for BACs of 0.01-0.09 g/dL, fatalities increased by 7% (95% Cl=2%-12%). A broad 
range of public health and traffic safety strategies will be needed to stem further 
increases and reduce the number of alcohol-related traffic fatalities (2 ). 
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Changes in the estimated number and percentage of traffic fatalities 
{including drivers, occupants, and nonoccupants), by age group* and highest blood 
alcohol concentration (BAC)' of drivers’ or nonoccupants in crashes — United States, 
January1—December 31, 1999, compared with January 1-December 31, 2000 


Percentage change in fatalities 


No. fatalities 
Age group (yrs) 1999 2000 Decrease increase 
eI 
1,966 1,869 | 
4,105 4,051 | 





1,761 1,780 
3,183 3,109 
3,532 8,521 

144 5,648 


BAC=0.00 g/dL 


Total'** 741 25,168 





T 





BAC=0.01-0.09 g/dL 


Total'** 








25-34 98 BAC>0.10 g/dL 
35-6¢ : 


Totaft ** 











Percentage 


* Age of decedent was unknown for 87 traffic fatalities in 1999 and 374 in 2000. Decedents of 
unknown age were included in the calculations of the total number of fatalities by BAC 
level 

' BAC distributions are estimates for drivers and nonoccupants involved in fatal crashes 
Fatalities include all occupants and nonoccupants who died within 30 days after a motor- 
vehicle crash on a public roadway. 

* Driver may not have been killed. 

* Percentage change statistically significant at p=0.05. 

** The number of fatalities for each BAC category is rounded to the nearest whole number. 
Source: Fatality Analysis Reporting System, National Highway Traffic Safety Administration. 
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Erratum: Vol. 50, No. 40 


In the article “Cigarette Smoking Among Adults—United States, 1999,” on page 871, 
Figure 1, the source line should read, “Sample adult core component of the National 
Health Interview Survey. Estimate for 2001 based on data collected during January- 
March 2001 


Erratum: Vol. 50, No. 21 


In the article “HIV and AiDS—United States, 1981-2000,” on page 431 in Table 1, the 
number of white non-Hispanic persons with AIDS reported during 1996-2000 shouid be 
89,896, and the number of persons with AIDS reported for U.S. territories during 1993 
1995 should be 8,782. The percentage of black, non-Hispanic persons with AIDS re 
ported during 1988-1992 should be 37.3%. On page 443, in the last sentence of the first 
paragraph, the estimated number of cases of perinatally acquired AIDS diagnosed in 
1999 should be 156 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending November 24, 2001, with historical data 


. » — a naan CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A 329 
Hepatitis B 306 
Hepatitis C; Non-A, Non-B 40 
Legionellosis 61 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 


Rubella* 


Ratio (Log Scale)! 


ESy Beyond Historical Limits 


No rubella cases were reported for the current 4-week period yielding a ratio for week 47 of 
zero (0) 


Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending November 24, 2001 (47th Week)* 
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No reported cases 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending November 24, 2001, and November 25, 2000 (47th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 24, 2001, and November 25, 2000 (47th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 24, 2001, and November 25, 2000 (47th Week)* 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending November 24, 2001, and November 25, 2000 (47th Week)* 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks endin 
and November 25, 2000 (47th 
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TABLE Ill. (Cont’d) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending November 24, 2001, 
and November 25, 2000 (47th Week)* 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
November 24, 2001 (47th Week) 


All Causes, By Age (Years) Pai All Causes, By Age (Years 
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